This article presents the case of a patient with pain associated with a total hip replacement. Following aspiration microscopy, a diagnosis of gout in a total hip replacement was made. Successful treatment was instituted with medical management in the presence of coexisting aseptic loosening. Gout in a total hip replacement is an exceptionally rare diagnosis. The gold standard for diagnosis is not urate level but crystal identification in the synovial fluid. The authors would therefore recommend that as part of a thorough workup for painful prosthetic joint requiring revision, a present or past history of gout is sought and a fluid aspirate should be examined not only for infection but also under polarized light for crystal arthropathy.
Gout arthropathy in a hip replacement is an extremely rare diagnosis. Gout typically presents with recurrent pain, erythema, and effusion of the large toe or knee. Diagnosis is made on clinical grounds and confirmed with elevated serum urate levels and/or the presence of monosodium urate crystals on microscopy of synovial fluid. A chronic painful prosthetic joint in the presence of radiographic loosening usually indicates aseptic loosening. This requires major revision surgery and all its accompanying potential complications to alleviate pain. This is often a major life-changing event in the frail elderly population.
A 76-year-old woman with developmental dysplasia of bilateral hips underwent staged bilateral Charnley cemented total hip replacements at the age of 50 years. The right hip has remained mostly pain free for the past 25 years. The patient complained of intermittent right groin pain for the previous 6 years but more recently severe pain. On review of the right hip, radiographs showed signs of slowly progressive radiolucent lines over this same time period. These included DeLee and Charnley zones 1 to 3 and Gruen zone 1. The fast but intermittent clinical progression of pain contrasted with the slow and progressive radiographic appearance.
A fluoroscopic-guided aspiration was arranged to exclude infection. Monosodium urate crystals were seen under polarized light, confirming the diagnosis of gout. No organisms were seen, and cultures grew no organisms either. Medical treatment with nonsteroidal anti-inflammatory drugs (NSAIDs) was instituted, and follow-up revealed complete resolution of symptoms. Within 2 months, the patient developed right groin pain once again with corresponding erythema and pain in her left hallux. Urate at this time was 237 umol/L (reference range, 140-380 umol/L), but medical management was instituted, again with resolution of symptoms.
Direct questioning revealed previous symptoms consistent with gout in her hallux. Given the intermittent nature of the pain and medium-term resolution with short courses of NSAIDs, it appears possible that her exacerbations of pain have mainly related to gout with the background of aseptic loosening. The decision to revise this hip has currently been cancelled pending review. Her symptoms have completely resolved following medical treatment.
Discussion
Gout is a spectrum of disorders relating to a defect in the metabolism of purine. It is manifest by crystalline deposits of monosodium urate (tophi), recurrent acute arthritis, and hyperuricemia. The prevalence of gout in England has been reported as approximately 1%, 1 and in the 75-to 84-year-old age bracket in the United Kingdom, the prevalence is 4.5%. 2 There have previously been only 2 cases reported of gout in a prosthetic hip. 3, 4 Gout in a total knee replacement has been described. [5] [6] [7] This case demonstrates the effectiveness of thorough investigation prior to treatment. Without aspirating the joint looking for evidence of infection, we would not have been able to secure the diagnosis of gout and undoubtedly would have exposed our patient to needless risk of major revision surgery. It is apparent that the diagnosis of aseptic loosening is present. However, it is also long standing and slowly progressive. The patient's pain appears to coincide with acute attacks of gout and is controlled by its medical management. In these conditions, early revision surgery should, in our opinion, be avoided.
Direct questioning revealed a history of goutlike symptoms, demonstrating that history is vital to establishing a suspicion of alternative causes of hip pain. Archibeck et al 8 suggested that patients with asymptomatic hyperuricemia, hemolytic anemias, renal insufficiency, myeloproliferative disorders, recent treatment of a malignancy, or diuretic therapy are at increased risk of developing hyperuricemia and gout.
Healey et al 3 rightly informs us of a need to see negatively birefringent crystals under polarized light to confirm the presence of monosodium crystals and exclude amorphous debris of polyethylene and polymethylmethacrylate.
Ortman and Pack 4 suggest that the aseptic loosening of their patient was secondary to deposition of gouty tophi. Archibeck et al 8 reported at the planned first stage of a 2-stage revision for presumed infection total knee replacement, chalky deposits were noted. This was similar to the contralateral knee which had already been subject to a 2-stage revision knee replacement without identification of organisms. Therefore, an intraoperative decision was made to replace the polyethylene insert and perform a synovectomy. The patient was then successfully medically managed for gout. Similar chalky deposits have been noted at arthrotomy. 4, 9 With a preoperative aspirate analysis, an arthrotomy could have been avoided in these cases.
Subsequent follow-up of our patient at 2 and 6 months revealed recurrence of right hip and hallux pain. Uric acid levels were noted to be normal. However, the prevalence of patients with acute gout with normal uric acid levels at diagnosis was found to be 12% by Park et al. 10 In their review of diagnostic criteria for gout, Malik et al 11 concluded that crystal identification in the synovial fluid remains the gold standard for identification of gout.
In the elderly frail population, it is not always appropriate to subject patients to major revision procedures in the presence of slowly progressive loosening. As can be seen, the coexistence of gout is possible to treat successfully. We would therefore recommend that as part of a thorough workup for painful prosthetic joint requiring revision, a present or past history of gout is sought and a fluid aspirate should be examined in all patients, not only for infection but also under polarized light for crystal arthropathy.
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